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This guide has been produced utilising published guidance and in collaboration with 
clinical and non-clinical staff across the South East London (SEL) Gynaecology Network, 
South East London Integrated Care Board, South East London Primary Care 
representatives, South East London Cancer Alliance, South East London Integrated 
Medicines Optimisation Committee (IMOC), Women's and Girls Health Hub,  and with 
input from other speciality colleagues where relevant. 
All prescribing should be in line with the SEL Joint Medicines Formulary. 
It is intended to be a guide to assist Primary care colleagues in decision making and 
does not replace clinical judgement. 
We encourage users of this document to seek advice from primary or secondary care 
colleagues when they are unsure, the later using established communication channels 
(e.g. Consultant Connect, e-RS Advice and Guidance).
Shortages of medicines are becoming a frequent issue that hinders patients getting 
access to their medicines in a timely manner. Please see the medicines supply tool, 
which can be accessed from the SPS website (linked here). The tool provides up to date 
information on  medication shortages,and also includes advice on the prescribing of  
alternative products. Once supply resolves, patients should be transferred back to their 
original formulary option, following discussion with patients that original formulary option 
is appropriate.

Introduction
Primary and secondary care guidelines to support the diagnosis 
and management of Gynecology conditions.

https://www.selondonjointmedicinesformulary.nhs.uk/default.asp
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These guidelines have been drawn up with input from a number of clinicians across 
South East London (SEL). Key authors include Christopher Lee (Consultant Obstetrician 
and Gynaecologist at PRUH, KCH & Clinical Lead for the SEL Gynaecology Network, 
Ritu Agarwal (GP & Primary Care Clinical lead for the SEL Gynaecology Network), 
Javaid Muglu (Consultant Obstetrician and Gynaecologist & Former chair of the SEL 
Non-Admitted working group within the SEL Gynaecology Network), Usha Kumar 
(Consultant in Sexual Reproductive Health, KCH), Annabel Sowemimo (Consultant 
Community and Sexual Reproductive Health, LGT) and a number of other clinical 
specialists across SEL with extensive consultation across primary, secondary and 
community health, including the Women and Girl’s Health Hub programme across SEL
The guidelines were reviewed and signed off in SEL General Surgery workstream 
meetings and by the SEL Network Board.
Medicines and prescribing recommendations made within these guidelines have been 
reviewed and approved by the SEL Integrated Medicines Optimisation Committee 
(IMOC). 
Guidelines have also been circulated to LMC representatives, Planned Care Leads in 
each borough, SEL Cancer Alliance, SEL GP Cancer Leads, SEL APC Ultrasound 
Modality Group and all SELGP’s via the bulletin for review and comment.The guidelines 
have also been reviewed by the Divisional Governance Committee in each trust as 
required.

Authors and Governance

Version Date signed off Date of next review

1 May 2026 Summer 2028
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01. Asymptomatic Thickened Endometrium in Post-
Menopausal Women
Management of incidentally increased Endometrial thickness on 
scan in post-menopausal women

Endometrial Thickness on Pelvic Ultrasound Scan (TVUS 
preferable) in asymptomatic post-menopausal women 

(usually found incidentally)

Less than 
10mm

Equal or More 
than 10mm

Refer to 2WW Clinic 
(Ensure Patient Tracking)

No Further Action.
Reassure patient regarding very 
low likelihood of sinister 
pathology

High 
risk

Pipelle endometrial biopsy is first line of testing 
as per BGCS guideline for patients sent to 2WW 
clinics

Safety Netting: In case of 
development of symptoms (eg 
bleeding or vaginal discharge) 
advised to return to GP.

Most commonly due to benign 
endometrial polyp or cystic 
atrophy.

Consider risk factors and other 
scan features (ie obesity, 

diabetes, older age, increased 
vascularity on doppler)

Low 
risk

Urgent referral to one stop 
gynaecology clinic

https://www.bgcs.org.uk/wp-content/uploads/2021/11/British-Gynaecological-Cancer-Society-v13-for-website-with-figure1.pdf
https://www.bgcs.org.uk/wp-content/uploads/2021/11/British-Gynaecological-Cancer-Society-v13-for-website-with-figure1.pdf
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02. Persistent Vaginal Discharge
NICE CKS: Vaginal discharge

Undertake Baseline Assessment and Investigations
1. Vulval exam+ Speculum + Pelvic exam 
2. HVS + endocervical swab (for culture and sensitivity for GC) + NAAT for GC/ Chlamydia /Trichomomas
3. Ensure cervical smear is up to date

Refer to Specialist Vulval 
Clinic/ Hospital Gynae/ 

Colposcopy Clinic

Negative smear 
and infection 

screen

1. Reassure
2. Consider switching 

to a lower dose 
estrogen COCP or 
stopping COCP and 
use 
alternative reliable 
contraception

This is if >6 months 
discharge or post-

coital bleeding

Chlamydia
Gonorrhoea
Trichomonas

Refer to local SRH 
services

Can start treatment 
in primary care as 
per SEL Primary 
care antimicrobial 
guideline

Treat as per SEL Primary Care 
Antimicrobial guidelines 

Lifestyle advice: cotton underwear, 
avoid soaps and perfumes.

Consider 2ww clinic referral, if:
• Palpable or obvious mass (not related to uterovaginal prolapse) in or at entrance to vagina. 
• Vaginal or vulval lump, ulceration or bleeding. 
• Abnormal looking cervix

Negative 
smear and 
infection 
screen

Normal

Refer to Hospital 
Gynae 

/Community 
Gynae (if service 
available)/ SRH 

services

Reassure, likely physiological.
If persistent symptoms consider 
referral to local SRH services

Pelvic Scan 
(TVUS 
preferable) if 
discharge is 
persistent >6 
months

Abnormal appearance of 
Vulva (e.g. lichen sclerosis) 
Vagina, Cervical Polyp or 

Abnormal Smear
Cervical 

Ectropion

Positive 
Infection 
Screen

Normal 
Cervix

Atrophic Vaginitis 
symptoms  not 
responding to 

vaginal oestrogen

AbnormalBacterial vaginosis
Or Candida *if recurrent episodes 

(>4x yearly) BASHH guidelines

Refer to Benign 
Gynaecology

If recurrent 

https://cks.nice.org.uk/topics/vaginal-discharge/
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
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03. Dysmenorrhoea
NICE CKS: Dysmenorrhoea

Undertake Baseline Assessment and 
Investigations

1. Speculum + bimanual pelvic examination +/-  
consider Pelvic Scan (TVUS preferable if feasible 
to do) 

2. HVS + endocervical swab +NAAT for 
GC/Chlamydia

3. Ensure cervical smear is up to date 

Review in 3 months

Palpable / enlarged 
uterus on abdominal 

or bimanual 
examination

Abnormal swab 
results

Treat as per BASHH 
guidelines:
• BASHH Guideline BV 
• BASHH Guideline 

Chlamydia
• BASHH Guideline 

Gonorrhoea
• BASHH Guidelines Candida

Refer to local SRH services 
services

Initial treatment:
NSAIDs +/- paracetamol, 
COCP (off label) back to back, 
with break only once every 3 
months or Levonorgestrel 52mg 
IUD (off label)
NICE Treatment Summaries 
Analgesics

Normal examination, 
swabs and smear

Reassure and 
continue to 
treat

Refer to Benign Gynaecology / 
Community Gynae / WGHH (if available)

Perform Pelvic Scan (TVUS preferable) 
and submit results of swabs/ smear/ 

USS with referral

Perform Pelvic Scan 
(TVUS preferable) (if 
not done already)

References:
NICE CKS- Dysmenorrhoea 

Possible diagnoses 
- endometriosis, 
adenomyosis, 
fibroids 

Symptoms 
improved

Patient still 
symptomatic

https://cks.nice.org.uk/topics/dysmenorrhoea/
https://www.bashh.org/resources/21/bacterial_vaginosis_2012/
https://www.bashh.org/resources/21/bacterial_vaginosis_2012/
https://www.bashh.org/resources/15/chlamydia_2015/
https://www.bashh.org/resources/15/chlamydia_2015/
https://www.bashh.org/resources/15/chlamydia_2015/
https://www.bashh.org/resources/136/gonorrhoea_2025_updated_guideline/
https://www.bashh.org/resources/136/gonorrhoea_2025_updated_guideline/
https://www.bashh.org/resources/136/gonorrhoea_2025_updated_guideline/
https://www.bashh.org/resources/22/vulvovaginal_candidiasis_2019/
https://www.bashh.org/resources/22/vulvovaginal_candidiasis_2019/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100&drugmatch=635
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100&drugmatch=635
https://cks.nice.org.uk/topics/dysmenorrhoea/
https://cks.nice.org.uk/topics/dysmenorrhoea/
https://cks.nice.org.uk/topics/dysmenorrhoea/
https://cks.nice.org.uk/topics/dysmenorrhoea/
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04. Inter-Menstrual Bleeding (Recurrent) and Break 
Through Bleeding

Is patient on hormonal contraception 

No

Follow RCOG guidance for 
unscheduled bleeding on hormonal 
contraception

Consider changing to different 
hormonal contraception. Maintain 
menstrual diary and review in 3 months

Note: IUD users with pain, discharge or lost 
threads in addition to bleeding require 
investigation to exclude expulsion, perforation 
or infection.

Patient trying to conceive?

If IMB not 
resolved

Offer trial of COCP (off-
label) or POP (off-label) for 

3 months 
(1)

If IMB not 
resolved

No

Refer to 
Community 

Gynae/ 
Hospital Gynae 

Services

Note (1): If patients’ preference is to be referred to secondary care for investigation rather than taking hormonal 
treatment, this is acceptable also. 
References:
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf

Consider 2ww clinic referral if:
• Suspicious findings on history, 

clinical examination or ultrasound 

Yes

Yes

Link to the formulary for COCP -
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSub
Details.asp?FormularySectionID=7&SubSectionRef=07.03.01&Su
bSectionID=A100 

Undertake Baseline Assessment and Investigations

1. Speculum + pelvic exam +/- Pelvic Scan (TVUS preferable, scan recommended for all women 
over 40)
2. HVS + endocervical swab +NAAT for GC/Chlamydia. If abnormal Treat as per BASHH 
guidelines: www.bashh.org/guidelines
3. Ensure cervical smear is up to date
4. Pregnancy test (only in reproductive age group): if positive refer to early pregnancy unit

https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.01&SubSectionID=A100
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/unscheduledbleeding23092009.pdf
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.bashh.org/resources/136/gonorrhoea_2025_updated_guideline/
https://www.bashh.org/resources/15/chlamydia_2015/
http://www.bashh.org/guidelines
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05. Cervical Polyps

Undertake Baseline Assessment and Investigations

1. Speculum + pelvic exam +/- Pelvic Scan (TVUS preferable) 
2. Ensure cervical smear is up to date

Do symptoms include
CERVICAL: Appearance of cervix consistent with cervical cancer
VAGINAL: Palpable mass in or at entrance to vagina
VULVAL: Suspected lump, ulceration or bleeding

Yes No

Consider 2ww 
referral

Is it appropriate to 
remove in Primary 

care

No

Refer to Community 
Gynae/ WGHH/ 
Hospital Gynae 

Services

Yes

Hold and Twist with 
Polyp forceps.
Apply pressure/ 
cauterise (if necessary) 

Send Polyp for 
Histology Assessment

Histology 
Abnormal?

Yes Consider 2WW 
referral

No

Discharge and 
Advise
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06. Lichen Sclerosus
Management Pathway for Adult Female Lichen Sclerosus

Undertake Baseline Assessment and Investigations

Symptoms: Itching, bleeding, soreness, dysuria & superficial 
dyspareunia
Signs: White plaques, Ecchymosis, Fissuring, Vulval architectural 
changes

Do symptoms include
Suspicious vulval lump, ulceration or 

bleeding or any other suspicious features?

Yes No

Consider 2ww 
referral

Confident to diagnose AND 
experienced in the 

management?

Yes No

Refer to Community 
Gynae/ WGHH/ SRH/ 

Hospital Gynae 
services or Specialist 

vulva clinic

Treatment: Start Clobetasol propionate 
0.05% ointment regimen (once daily for 
1month followed by alternate days for one 
month and; then twice weekly for a month. 
Maintenance treatment for recurring 
systems continue 1x or 2x a week

Application instructions: counsel patient 
about clobetasol propionate application as 
very potent steroid, half a fingertip unit to 
affected area; 
a 30gram tube should last 3 months. 

Lifestyle advice: Advise soap substitute, 
emollients and avoid irritants. 

Symptoms 
Improved? 

(See notes 1)

Yes

Review in 8 weeks for 
further clinical 

assessment of signs and 
symptoms

Discharge and 
Advise

(See notes 2)

Follow up after 6 
months and then 

annually
(aim 30-60g 
Clobetasol 
propionate 
annually)

Notes: 
(1) Symptom 

Improvement: Good 
Symptom Control, no 
active disease, no further 
alteration of architecture. 
Advise to use topical 
steroid long-term as 
needed for recurrence 
(use same regime as 
initial treatment) and 
continue emollients.

(2) Discharge and advise  
Topical steroids as 
needed Self-examination 
every 6-12 months and to 
seek medical advice in 
case of non- healing 
ulcers, lump or 
persistence of recurrent 
symptoms even after 3-4 
weeks of daily steroids 
regime. If symptoms recur 
or above issues refer to 
the secondary care 
gynaecology service. 
Current ISSVD 
recommends monthly 
self-checks with LS and 
primary care continue to 
long term steroids. 

British Association of 
Dermatologists guidelines for 
the management of lichen 
sclerosus

Patient info - ISSVD Vulvar 
Lichen Sclerosus
Patient info - British 
Association of Dermatologists 
(BAD) Lichen Sclerosus

No

https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=13&SubSectionRef=13.04&SubSectionID=A100&drugmatch=2821
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=13&SubSectionRef=13.04&SubSectionID=A100&drugmatch=2821
https://pubmed.ncbi.nlm.nih.gov/29313888/
https://pubmed.ncbi.nlm.nih.gov/29313888/
https://pubmed.ncbi.nlm.nih.gov/29313888/
https://pubmed.ncbi.nlm.nih.gov/29313888/
https://www.issvd.org/application/files/4516/8366/1295/07EN_-_VulvarLichenSclerosus2020_V2.pdf
https://www.issvd.org/application/files/4516/8366/1295/07EN_-_VulvarLichenSclerosus2020_V2.pdf
https://www.issvd.org/application/files/4516/8366/1295/07EN_-_VulvarLichenSclerosus2020_V2.pdf
https://www.issvd.org/application/files/4516/8366/1295/07EN_-_VulvarLichenSclerosus2020_V2.pdf
https://www.issvd.org/application/files/4516/8366/1295/07EN_-_VulvarLichenSclerosus2020_V2.pdf
https://www.bad.org.uk/pils/lichen-sclerosus-in-females
https://www.bad.org.uk/pils/lichen-sclerosus-in-females
https://www.bad.org.uk/pils/lichen-sclerosus-in-females
https://www.bad.org.uk/pils/lichen-sclerosus-in-females
https://www.bad.org.uk/pils/lichen-sclerosus-in-females
https://www.bad.org.uk/pils/lichen-sclerosus-in-females
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07. Recurrent First Trimester Miscarriage and/or one 
or more second trimester miscarriage
(Recurrent first trimester miscarriage is classified as ≥3 first trimester [<13 weeks] 
miscarriage). However, clinicians are encouraged to use their clinical discretion to 
recommend evaluation after two first trimester miscarriages, if there is a suspicion that 
the miscarriages are of pathological and not of sporadic nature.

Recurrent First Trimester Miscarriage 
and/or 1 or more Second Trimester 

Miscarriage

Review in primary care and GP to order the following tests:

Recurrent first trimester miscarriage  
investigations:
Investigations should be undertaken when NOT 
pregnant and at least 6 weeks after a miscarriage.
1. Test for acquired thrombophilia: - Lupus 

anticoagulant + anti-cardiolipin antibodies 
2. TSH, TPO antibodies and T4, HbA1c if known 

diabetic

Refer to 
Recurrent 

Miscarriage 
Clinic and/or 
seek advice 
& guidance 

References:
RCOG Green Top Guideline no. 17

Patient resources:
Miscarriage Association - recurrent miscarriage
RCOG Recurrent Miscarriages 

Cytogenetic testing of products of conception: is undertaken 
following third miscarriage
Parental peripheral blood karyotyping of both partners will be 
performed in couples with recurrent miscarriage where testing of 
products of conception reports an unbalanced structural 
chromosomal abnormality.

All women with recurrent miscarriage should be advised to maintain a healthy BMI between 19 and 25 kg/m2 , 
smoking cessation, limit alcohol consumption and limit caffeine to less than 200 mg/day.

Second trimester miscarriage investigations:
Investigations should be undertaken when NOT 
pregnant and at least 6 weeks after a miscarriage.
1. As per first trimester investigations and;
2. Factor V Leiden, prothrombin gene mutation and 
protein S deficiency.

For women diagnosed with Antiphospholipid 
Syndrome (APS), aspirin 75mg daily (Amber 
1, off-label) and enoxaparin (Red) should be 
offered from a positive test until 34 weeks 
gestation. A VTE risk assessment should be 
undertaken. Refer to SEL guidance for 
prescribing enoxaparin in primary care for 
more information. For women with established 
APS in subsequent pregnancies, initiation of 
aspirin may be initiated in primary care before 
specialist referrall.

Offer vaginal micronised progesterone 400 
mg twice daily (Amber 2, off-label) to women 
with an intrauterine pregnancy confirmed by a 
scan, if they have vaginal bleeding and have 
previously had a miscarriage. If a fetal 
heartbeat is confirmed, continue progesterone 
until 16 completed weeks of pregnancy

Balanced translocation confirmed on cytogenetic 
testing – offer referral for genetic counselling. 

Women with unexplained recurrent miscarriage 
should be offered supportive care, ideally in the 
setting of a dedicated recurrent miscarriage clinic. 

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/recurrent-miscarriage-green-top-guideline-no-17/
https://www.miscarriageassociation.org.uk/wp-content/uploads/2016/10/Recurrent-Miscarriage-June-2020-1.pdf
https://www.miscarriageassociation.org.uk/wp-content/uploads/2016/10/Recurrent-Miscarriage-June-2020-1.pdf
https://www.miscarriageassociation.org.uk/wp-content/uploads/2016/10/Recurrent-Miscarriage-June-2020-1.pdf
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/recurrent-miscarriage/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=2&SubSectionRef=02.09&SubSectionID=A100&drugmatch=6138
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=2&SubSectionRef=02.08.01&SubSectionID=C100&Expanded=0
https://www.selondonics.org/download/3309
https://www.selondonics.org/download/3309
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.02&SubSectionID=A100&drugmatch=5365
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.02&SubSectionID=A100&drugmatch=5365
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08. Heavy Menstrual Bleeding
NICE CKS: Menorrhagia

Undertake Baseline Assessment and Investigations

1. Baseline history with abdominal and speculum/ bimanual exam
2. Investigations: FBC +/- Pelvic Scan (TVUS preferable) 

Check if patient has one or more of the following clinical features:
• Persistent IMB or prolonged bleeding, >10 d or short cycle <21 d
• Infrequent heavy bleeding, obesity or have polycystic ovarian syndrome
• On Tamoxifen
• Pharmacological treatment for HMB has been unsuccessful
• Painful period or pressure symptoms
• Women with palpable uterus

Start Medical/ Hormonal 
treatments:
1. Levonorgestrel 

52mg IUD
2. If patient declines, 

Tranexamic acid (1g 
tds up to 4d) and 
NSAIDS or, COCP 
(off-label) or 

3. POP (off-label)

Symptoms suggesting 
endometrial pathology
1.Persistent IMB or 
prolonged bleeding, >10 
d or short cycle <21 d
2.Infrequent heavy 
bleeding with obesity or 
PCOS
3.On Tamoxifen
4.Treatment for HMB 
has been unsuccessful

Symptoms suggesting 
pelvic pathology
1.Painful periods
2.Pressure symptoms
3.Palpable uterus

Women with symptoms 
of both endometrial 
abnormality and pelvic 
pathology

Arrange Pelvic Scan (TVUS preferable) if not 
already performed

Consider referral to 
WGHH/ Community 

Gynae/ Hospital 
Gynae Services

Consider referral to 
Gynaecology Services 

(consider hysteroscopy)

If failed treatment after 6 
months trial

Endometrial 
polyp 
Submucous 
fibroid

Adenomyosis 
Fibroids 
<3cm

Fibroids 
substantially 
greater than 
3cm

Levonorgestrel 52mg IUD or 
tranexamic acid and NSAIDs 
or, COCP or POP

If failed treatment after 6 
months trial

Consider 2ww clinic referral, if:
OVARIAN:
• Abnormal abdominal pelvic US 

suggestive of ovarian cancer
• Physical examination identifies ascites 

and/or a pelvic or abdominal mass 
(which is not obviously uterine fibroids

ENDOMETRIAL:
• Abnormal abdominal/pelvic ultrasound 

suggestive of endometria cancer

Resources:  NICE guideline NG88 - Heavy menstrual bleeding

Consider initiating  
medical/hormonal 
treatments as noted 
above and refer to 
gynaecology services  

No Yes

https://cks.nice.org.uk/topics/menorrhagia-heavy-menstrual-bleeding/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.01&SubSectionID=A100
https://www.nice.org.uk/guidance/ng88
https://www.nice.org.uk/guidance/ng88
https://www.nice.org.uk/guidance/ng88
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09. Post-coital bleeding
[for PCB associated with IMB, follow the IMB guidelines]

Consider 2ww clinic referral, if:

• Abnormal / suspicious looking cervix
• Unexplained palpable mass in or at entrance  to vagina
• Unexplained lump, ulceration or bleeding

Cervical pathology on 
examination

Normal cervix, swabs and 
smearsAbnormal swabs

Treat as per BASHH 
guidelines: 
www.bashh.org/guidelines

Refer to local SRH 
services

Ectropion Cervical Polyp

Reassure patient ectropion 
is a benign condition. Offer 
3-6 months monitoring to 
see if settles.

Offer cauterisation or 
referral at this stage 
according to symptoms / 
patient preference.

See Cervical 
Polyps guidelines

Refer to 
Gynaecology / SRH

If symptoms ongoing for 
>3-6 months

Does patient have an IUD?

Reassure / 
Wait & See

If, PCB 
persists for 

>3-6 months

Refer for ultrasound 
scan to check for IUD 

malposition

If IUD is 
malpositioned 
refer to specialist 
SRH (complex 
contraception) 
service or 
Gynaecology for 
further 
management. 

IUD in correct 
position 

Undertake Baseline Assessment and Investigations

1. Speculum + pelvic exam
2. Vaginal and endocervical swabs for Gonorrhoea culture, Chlamydia, 

Nucleic Acid Amplification Test (NAAT)
3. Check cervical smear is up to date (cervical smear should be performed if 

the patient is due a smear as per the cervical screening guidelines)

Abnormal / 
suspicious 

looking cervix – 
2ww referral see 

box below

No Yes

http://www.bashh.org/guidelines
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10. Chronic Pelvic Pain
(Over 6 months of cyclical or constant pelvic pain in pre-
menopausal women)

Undertake Baseline Assessment and Investigations
1. Speculum + pelvic exam
2. HVS + endocervical swab (for GC sensitivity) +NAAT for GC/Chlamydia/ TV (consider 

referral to SRH for MGen testing)
3. Check cervical smear is up to date
4. Consider Pelvic Scan (TVUS preferable) as initial investigation
5. Consider non-gynaecology causes such as IBS, painful bladder syndrome, MSK pain
6. Recommend 3-month pain diary

Consider 2ww clinic referral, if:
Ovarian
• Abnormal abdominal/pelvic ultrasound 

suggestive of ovarian cancer.
• Physical examination identifies ascites 

and/or a pelvic or abdominal mass (which 
is not obviously uterine fibroids)

Endometrial
• Abnormal abdominal/pelvic ultrasound 

suggestive of endometrial cancer.

References: 
RCOG Green Top Guideline no. 41

Patient resources: 
RCOG - Long term pelvic pain patient information

Abnormal swabs

Refer to local SRH services
Can start treatment in primary care as per 
SEL Primary care antimicrobial guideline
Treat as per BASHH guidelines: 
www.bashh.org/guidelines

See SEL Dysmenorrhea Guidelines

Normal Initial 
Investigations

Normal scan Abnormal Scan

Refer to Gynaecology / 
Community Gynaecology / 
Women & girls’ Health Hub 
(WGHH) services if available 

Initial Management:
Analgesia – NSAIDS +/-
COCP back-to-back (off-
label) or POP (off-label)/ 
Levonorgestrel 52mg IUD 
(off-label)

Symptoms 
continue?

Reassure / 
continue 

management

Request a Pelvic Scan 
(TVUS preferable) if not 

already done

Consider referral to 
Psychosexual Health 
if appropriate

No

Yes

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/the-initial-management-of-chronic-pelvic-pain-green-top-guideline-no-41/
https://www.rcog.org.uk/en/patients/patient-leaflets/long-term-pelvic-pain/
https://www.rcog.org.uk/en/patients/patient-leaflets/long-term-pelvic-pain/
https://www.rcog.org.uk/en/patients/patient-leaflets/long-term-pelvic-pain/
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
http://www.bashh.org/guidelines
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100
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11. Management of Lost IUD
Management of individuals when intrauterine contraceptive device 
(IUD) threads are not visible on speculum examination.

Reference fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf

Threads not visible

Arrange pelvic ultrasound scan
    (TV US scan preferable)

• Reassure patient and 
leave in situ until due to be 

removed 

 • Do not attempt to retrieve 
threads unless removal 

required 

Ultrasound shows IUD not 
in uterus or cervix

    Request X ray of     
abdomen and pelvis

(Advise patient to use 
alternative contraception 

until X ray review)

Seen on X-Ray Not seen on X-Ray

Refer to Gynaecology to 
discuss laparoscopic 

removal 

Expulsion confirmed. Offer 
alternative contraception. If patient 
wishes to have IUD again, consider 

referral to SRH complex 
contraception service for 

counselling +/- ultrasound scan 
guided IUD insertion.

Ultrasound shows IUD 
correctly positioned in the 

uterus 

Ultrasound shows IUD is 
incorrectly positioned

Refer to SRH complex 
contraception service for 

further management

Pregnancy test positivePregnancy test negative

Refer to Early Pregnancy 
Unit

Exclude pregnancy AND
Consider emergency contraception AND

Provide alternative contraception

Exclude pregnancy AND
Consider emergency 
contraception AND
Provide alternative 

contraception

When IUD due for removal, 
if threads not easily 
retrievable from cervix, 
refer to SRH complex 
contraception service for 
ultrasound scan guided 
removal/replacement. 

https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
https://www.cosrh.org/Common/Uploaded%20files/documents/fsrh-clinical-guideline-intrauterine-contraception-mar-23-amended.pdf
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12. Management of Oligomenorrhoea
(Menses >35 Days Apart For 4 Or More Months) And Secondary 
Amenorrhoea
NICE CKS: Secondary amenorrhea

(Cessation of menstruation for 3 months in women with previously normal and regular 
menses or for 6 months in women with previous oligomenorrhoea)

Reference: NICE CKS - Amenorrhoea Guidance
Note: It is very difficult to reliably assess for biochemical hyperandrogenism in women on the COCP. Consider 
withdrawing the pill for a minimum of 3 months (using alternative contraception as appropriate), in patients already on 
COCP in whom androgen quantification is imperative (International Evidence-based Guideline for the assessment and 
management of PCOS 2023). 

Baseline Assessment

1. History of menses, diet and exercise, symptoms or signs of androgen excess, risk factors for premature 
ovarian insufficiency (radiotherapy, chemotherapy, autoimmune disease), chronic medical conditions, 
gynaecology surgical history and drug history

2. Examination: BMI, abdominal and pelvic examination, signs of androgen excess/virilisation or thyroid 
dysfunction

3. Pelvic Scan (TVUS preferable) 
4. Blood serology: thyroid function tests, prolactin, FSH, LH, total testosterone, serum estradiol
5. Pregnancy test (if appropriate). 

Please follow PCOS 
Primary care pathway

Refer to 
Gynaecology/ 
Gynaecology 

Endocrine

Refer to 
Menopause 

Clinic in 
Hospital/ 

Community 
Gynae/ WGHH 

+/- Fertility 
(depending on 

patient priorities 
and local 
services)

Refer to 
Endocrinology

Lifestyle 
Advice +/- 
Refer to 

Gynaecology 

Likely 
Diagnosis: 
Hypothalmic 
Hypogonado-
trophism

Low FSH, LH, 
low E2, 
however, can be 
associated with 
normal FSH and 
LH in functional 
hypothalamic 
amenorrhea 

Often caused by 
stress, diet, 
excess exercise

Likely Diagnosis:
Polycystic Ovarian 
Syndrome

Normal FSH, normal 
raised LH, raised 
androgens. 

Use total and free 
testosterone to assess 
biochemical 
hyperandrogenism; (free 
testosterone can be 
estimated by the 
calculated free androgen 
index). 

Diagnosis requires 2 of 
the 3 Rotterdam criteria: 
1) Oligo/amenorrhoea, 2) 
Clinical or biochemical 
evidence of androgen 
excess. 3) Polycystic 
ovaries on USS

Likely diagnosis: 
Ashermanns 
Syndrome or IU 
Adhesions

Normal FSH, LH, 
Normal E2
History of 
recent/repeated 
uterine surgery (e.g.
ERPC) or pelvic 
infection
/ endometritis

Likely diagnosis: 
Thyroid cause – 
manage in primary 
care first as per local 
guidance

Abnormal prolactin-
serum prolactin level 
greater
than 1000 mIU/L, or 
500– 1000 mIU/L on 
two occasions
Testosterone > 5 
nmol; or signs of 
Cushing’s syndrome

Likely diagnosis:
Premature Ovarian 
Insufficiency (POI) 
– please refer to 
relevant POI 
Guideline

Raised FSH >25  IU/ 
4 w apart in women 
below the age of 40 
years

https://cks.nice.org.uk/search/?q=secondary%20amenorrhea
https://cks.nice.org.uk/topics/amenorrhoea/
https://cks.nice.org.uk/topics/amenorrhoea/
https://cks.nice.org.uk/topics/amenorrhoea/
https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf
https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf
https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf
https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf
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13. Suspected Polycystic Ovarian Syndrome (PCOS)
(Features of oligo/amenorrhoea, polycystic ovaries on ultrasound, 
signs of hyperandrogenism or subfertility)
NICE CKS: Polycystic ovary syndrome

Baseline Assessment for Diagnosing PCOS: Two or more of the following three Rotterdam criteria 
must be present

1. Infrequent or no ovulation (oligomenorrhoea = cycle length >35 days or amenorrhoea for 6m or more). 
2. Clinical and/or biochemical signs of hyperandrogenism (such as hirsutism, acne, or elevated levels of total or free 

testosterone).
3. Polycystic Ovarian Morphology (PCOM) on ultrasound scan. Menstrual cycles are often irregular during 1st few 

years after menarche and do not need investigating generally. Ultrasound scan is no longer recommended in the 
diagnosis of PCOS in those within 8 years of menarche due to the high incidence of multi-follicular ovaries in this life 
stage (NICE 2025).

Management for ALL Patients with PCOS:
1. Initial lifestyle measures: modify cardiovascular risks, healthy low glycaemic index diet and exercise, if BMI>25 

check HbA1c
2. Management of each clinical problem as described below
3. Counselling, support and primary care follow up for long-term Consequences of PCOS
4. In addition to lifestyle measures, metformin (off-label, Amber 1) can be considered after seeking specialist advice, 

in women with a BMI of  >25kg/m2 for the management of weight and metabolic outcomes. Seek specialist advice 
before initiating metformin for women without diabetes in primary care. (NICE CKS 2025).

Acne/ Hirsutism
Oligo/amenorrhoea: (check 

thyroid function tests, 
prolactin, FSH, LH, total 

testosterone, serum estradiol, 
Pelvic Scan (TVUS  

preferable) for endometrial 
thickness

Heavy Menstrual 
Bleeding Subfertility

Check Testosterone

Consider treatment to prevent endometrial hyperplasia: 
Cyclical progesterone (off-label) such as 
medroxyprogesterone (10mg bd for 14 days) or 
norethisterone (5mg bd for a week) / low dose COCP 
off-label / Levonorgestrel 52mg IUD off-label, to ensure 
regular withdrawal bleed (i.e. 3-4 per annum)

•Consider topical hair removal methods (not available on 
prescription in SEL)
•Consider acne treatment in line with SEL dermatology 
primary care guidelines Consider COCP (off-label). 3rd 
generation COCP 
(Co-cyprindiol (Dianette®)) should be used with caution as 
increased VTE risk
It no improvement after 3-6 months trial consider 
referral to dermatology services

Refer to Community Gynae/ WGHH/ Gynaecology if 
treatment is not tolerated or progesterone challenge 

does not provoke withdrawal bleed

Refer to 
HMB Pathway

Refer to Subfertility 
pathway and guidance

References: 
International Evidence-based Guideline for the 
assessment and management of PCOS
NICE CKS 2025: Polycystic ovary syndrome
Patient resources: 
RCOG Polycystic ovary syndrome (PCOS): what it 
means for your long-term health

Testosterone 
> 5

Refer to 
Endocrino-

logy

Thickened 
>10mm

Refer to 
Gynae

Normal 
appearance/ 

<10mm

Testosterone 
< 5

https://cks.nice.org.uk/topics/polycystic-ovary-syndrome/
https://cks.nice.org.uk/topics/polycystic-ovary-syndrome/management/management-adults/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.01.02.02&SubSectionID=A100&drugmatch=4970
https://cks.nice.org.uk/topics/polycystic-ovary-syndrome/management/management-adults/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.02&SubSectionID=A100&drugmatch=483
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.02&SubSectionID=A100&drugmatch=483
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100&drugmatch=635
https://www.selondonics.org/download/3084
https://www.selondonics.org/download/3084
https://www.monash.edu/medicine/mchri/pcos/guideline
https://www.monash.edu/medicine/mchri/pcos/guideline
https://www.monash.edu/medicine/mchri/pcos/guideline
https://www.monash.edu/medicine/mchri/pcos/guideline
https://cks.nice.org.uk/topics/polycystic-ovary-syndrome/how-up-to-date-is-this-topic/changes/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/polycystic-ovary-syndrome-pcos-what-it-means-for-your-long-term-health/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/polycystic-ovary-syndrome-pcos-what-it-means-for-your-long-term-health/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/polycystic-ovary-syndrome-pcos-what-it-means-for-your-long-term-health/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/polycystic-ovary-syndrome-pcos-what-it-means-for-your-long-term-health/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/polycystic-ovary-syndrome-pcos-what-it-means-for-your-long-term-health/
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14. Post-Menopausal Ovarian Cyst

References: RCOG Green Top Guideline no. 34

Complex Cyst 
(multilocular,  solid 
nodules, papillary 

projections)
Simple Cyst

<2 cm 2-5 cm 
unilateral

≥ 5cm or 
bilateral ≥ 

2cm

Ca 125

Normal 
((≤35 IU/L)

Abnormal 
((≥35 IU/L)

Refer to 
2WW 
clinic

Change in features 
or

Ca 125 ≥ 35 IU/L

Ca 125  and refer to 2WW 
clinic

Resolved 
Ca 125 
normal

Unchanged 
Ca 125 
normal

Increased 
in size & 
Ca 125 
normal

OR

Unchanged 
size & incre
ase in Ca 

125
Reassure, no 

follow up

Refer to 
Gynaecology/

community 
gynaecology

Rescan in 
3 months,
Repeat Ca 

125

Rescan in 6 
months for 

cysts 2-5 cm. 
Discharge at 12 

months if 
unchanged

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/ovarian-cysts-in-postmenopausal-women-green-top-guideline-no-34/
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15. Pre-Menopausal Ovarian Cyst

Complex 
CystSimple Cyst

<5 cm 
Likely 

functional
5-7 cm >7 cm

Asymptom
atic 

< 5cm

Persistent or 
increase in 

size

Refer to Gynaecology 
(query further imaging/ 

surgery)

Haemorrhagic
Typical 
features

Dermoid Endometrioma Suspicious or 
indeterminate

Symptomatic 
(pain) or ≥ 5 

cm

Asymptomatic 
and < 5 cm

Asymptomatic 
and < 3 cm

Symptomatic 
(pain) or ≥ 3 

cm

Dermoid foci ≤1cm 
OR 

Resolved

Persistent, 
Increase in size

Reassure 
No F/U

Refer to 
Gynaecology

2ww referral 
Note 1

If subfertility 
an issue 
refer to 
Fertility 
clinic

Notes: 
(1) Marginal rise in ca 125 in presence of 

endometriotic cyst is not an indication for 
2ww referral 

References: RCOG Green Top Guideline no. 62

Patient resources:
Ovarian cysts before the menopause | RCOG

Reassure 
No F/U

Undertake Ca125 
(in primary care for all 

non simple cysts)

Repeat 
scan at 4 
months

Repeat scan at 
4 months

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/ovarian-masses-in-premenopausal-women-management-of-suspected-green-top-guideline-no-62/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/ovarian-cysts-before-the-menopause/
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16. Primary Amenorrhoea
NICE CKS: Primary amenorrhoea
(Primary amenorrhoea is the failure to establish menstruation by the time of expected 
menarche)

Baseline Assessment

1. Pelvic Scan (TVUS preferable) 
2. Blood investigations; thyroid function tests, prolactin, 

LH/FSH, E2, Androgens (as appropriate)
3. Pregnancy test (if appropriate)

Refer those with  amenorrhoea to 
secondary care for specialist 
investigation and management

• Girls who have no secondary 
sexual characteristics who have 
not started menstruating by 13 
years of age.

• Girls with normal secondary 
sexual characteristics who have 
not started menstruating by 15 
years of age.

• Refer at an earlier age if: the girl 
or her parents are concerned 

Refer at an earlier age if an abnormality is suspected

• Suspected genital tract 
malformation, 
chromosomal anomaly (for 
example Turner's 
syndrome or androgen 
insensitivity), 

• Puberty lasting 5 years 
without menarche (for 
example presenting at 15 
years of age when pubic 
hair and breast 
development started at 10 
years of age).

• Symptoms and signs of 
androgen excess (such 
as hirsutism)

• Symptoms and signs of 
thyroid disease.

• Galactorrhoea or signs 
or symptoms of an 
intracranial tumour (for 
example prolactinoma)

• Growth retardation.

Refer to Adult 
Gynaecology/ 

Community Gynae/ 
WGHH/ Gynaecology 

Endocrine

Refer to Paediatric 
endocrinology if <16 

years and 
endocrinology if >16 

years

Refer to Adolescent 
Gynaecology clinic 

for <16 years

16 yrs of age or 
under?

Reference: NICE CKS – 
Amenorrhoea Guidance

Yes No 

https://cks.nice.org.uk/topics/amenorrhoea/management/primary-amenorrhoea/
https://cks.nice.org.uk/topics/amenorrhoea/
https://cks.nice.org.uk/topics/amenorrhoea/
https://cks.nice.org.uk/topics/amenorrhoea/
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17. Subfertility

Heterosexual couple 
(low risk):

Regular sexual intercourse  
2-3 times per week for 12 
months in the absence of 
other risk factors for 
subfertility and failure to 
conceive:

Heterosexual couple (with additional risk 
factors): 

Unprotected sexual intercourse 2-3 times 
per week for 6 months and failure to 
conceive. PLUS:

• History of PID or risk of tubal disease 
(endometriosis, previous ectopic 
pregnancy, pelvic adhesions/surgery)

• Amenorrhoea/oligomenorrhoea (menses 
>35 days apart)

• Female age 36 years old or above

Same sex couple:

Investigate the partner 
wishing to carry a 
pregnancy/both (excluding 
semen analysis – not 
applicable)

Baseline Assessment

1. Pre-conception folic acid 400mcg od (5mg if high risk group - NICE CKS Preconception advice for all 
women June 2025)

2. STI Swabs including chlamydia screen and pelvic examination 
3. Ensure rubella immunity and if negative give pre pregnancy MMR vaccine (Pregnancy should be 

avoided for minimum 1 month after vaccination) Green Book on Immunisation Measles 2025. Referral 
to subfertility clinic simultaneously

4. Semen analysis (if abnormal arrange repeat confirmatory sample in 3 months after treatment. If 
grossly abnormal (azoospermia or severe oligospermia) offer repeat immediately.

5. Blood tests (individualise according to history) mid-luteal phase progesterone (day 21 in a 28-day 
cycle, may be later in prolonged or irregular cycle). Serum gonadotrophins (LH/FSH) (AMH; antral 
follicle count can be used to evaluate ovarian reserve where available). Consider measuring prolactin, 
androgen levels, thyroid function only when clinically indicated. NICE Fertility problems: assessment 
and treatment 2013 (amended 2017)

Refer to local fertility 
services 

References: 
NICE Fertility problems: assessment and treatment 2013 (amended 2017)
SEL Fertility Treatment and Preservation Policy 2024
Patient Info Infertility Leaflet – Patient Information

https://cks.nice.org.uk/topics/pre-conception-advice-management/management/advice-for-all-women/
https://cks.nice.org.uk/topics/pre-conception-advice-management/management/advice-for-all-women/
https://assets.publishing.service.gov.uk/media/69304d4acdec734f4dff41b1/Green-book-on-immunisation-measles-chapter-21.pdf
https://www.nice.org.uk/guidance/cg156/resources/fertility-problems-assessment-and-treatment-pdf-35109634660549
https://www.nice.org.uk/guidance/cg156/resources/fertility-problems-assessment-and-treatment-pdf-35109634660549
https://www.nice.org.uk/guidance/cg156/resources/fertility-problems-assessment-and-treatment-pdf-35109634660549
https://www.selondonics.org/wp-content/uploads/dlm_uploads/SEL-Fertility-Treatment-and-Preservation-Policy-July-2024.pdf
https://patient.info/womens-health/infertility-leaflet
https://patient.info/womens-health/infertility-leaflet
https://patient.info/womens-health/infertility-leaflet
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18. Vulval symptoms

Baseline Assessment

1. Full history
2. Examination: signs of eczema or other dermatological conditions
3. If associated with vaginal discharge -  speculum examination for  vaginal swab and follow Vaginal 

discharge pathway

What is the predominant symptom?

Vulval 
pain/discomfort or 

superficial 
dyspaurenia

Any other vulval 
abnormality Itching

Atrophic 
changes in the 
vagina / vulval 

mucosa

Topical 
oestrogen: 

estriol cream 
(0.01%) 

Normal skin, 
anatomy and 

mucosa

Provoked vulvodynia: pain 
with touch or pressure on skin 

at vaginal opening
Unprovoked vulvodynia: 

continuous burning, stinging or 
soreness of vulva

Provoked Unprovoked

5% Lidocaine 
ointment (off- 

label)

Amitriptyline 10-
25mg daily (off-

label)

If no improvement after 3 months 
consider referral to specialist vulval 

clinic or Psychosexual services

Refer to 
Community 

Gynae/ SRH / 
WGHH / Services 
specialist vulval 

clinic

Lifestyle advice - Avoid soap 
(suggest soap substitute), bubble 

bath, shampoo, perfumes, personal 
deodorants, wet wipes, detergents, 

textile dyes, fabric conditioners, tight 
fitting clothes and sanitary wear 

Candida 
(suspected 

clinically or on 
swab)

Lichen 
Sclerosus

Any other skin 
condition 
(such as 

seborrhoeic 
dermatitis, 
psoriasis or 

Lichen Simplex)
Treat with 

clotrimazole 
(OTC) or 

fluconazole 
(OTC) as per 

the SEL 
Primary care 
antimicrobial 

guideline

Refer to 
Lichen 
sclerosus 
guidelines

Consider 
referral to 

Dermatology 
and/or seek 

advice via A&G 

• Unexplained vulval or vaginal 
introital lesion 

References: 
BASHH guidance - UK National Guideline on the Management of 
Vulval Conditions

If no improvement consider 
refer to WGHH/ SRH services

Link to the local formulary

Consider 2ww clinic 
referral, if:

https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.02.01&SubSectionID=B100&drugmatch=2012
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.02.01&SubSectionID=B100&drugmatch=2012
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=12&SubSectionRef=12.03.01&SubSectionID=A100&drugmatch=2738
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=12&SubSectionRef=12.03.01&SubSectionID=A100&drugmatch=2738
https://www.selondonjointmedicinesformulary.nhs.uk/searchresults.asp?SearchVar=amitriptyline&Submit=Search
https://www.selondonjointmedicinesformulary.nhs.uk/searchresults.asp?SearchVar=amitriptyline&Submit=Search
https://www.selondonjointmedicinesformulary.nhs.uk/searchresults.asp?SearchVar=amitriptyline&Submit=Search
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://bssvd.org/wp-content/uploads/2018/06/BASH-UK-national-guideline-for-the-management-of-vulval-conditions-2014.pdf
https://bssvd.org/wp-content/uploads/2018/06/BASH-UK-national-guideline-for-the-management-of-vulval-conditions-2014.pdf
https://bssvd.org/wp-content/uploads/2018/06/BASH-UK-national-guideline-for-the-management-of-vulval-conditions-2014.pdf
https://bssvd.org/wp-content/uploads/2018/06/BASH-UK-national-guideline-for-the-management-of-vulval-conditions-2014.pdf
https://www.selondonjointmedicinesformulary.nhs.uk/searchresults.asp?SearchVar=amitriptyline&Submit=Search
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19. Endometriosis
NICE CKS: Endometriosis

1. Baseline history 
- dysmenorrhoea, dyschezia, dyspareunia and sub-fertility
- Chronic pelvic pain, cyclical bladder or bowel symptoms, menorrhagia
2. Abdominal and speculum/ bimanual exam
- Abdominal masses, nodules in the vaginal fornices, uterine fixation and visible vaginal endometriosis 
3. Investigations: Pelvic Scan (TVUS preferable) 

Undertake Baseline Assessment and Investigations

Refer to Gynaecology 
Clinic / Endometriosis 

Clinic/ Community gynae / 
WGHH

Ultrasound or clinical 
evidence of:
- endometrioma present 
- deep endometriosis 

involving bowel, bladder or 
ureter

- Endometriosis outside the 
pelvic cavity

Ultrasound normal or clinical 
suspicion of peritoneal or 
mild endometriosis 

If unsure of ultrasound or 
examination findings

Consider referral direct to 
BSGE Accredited 

Endometriosis Centre 
(NICE 2017 amended 2024)

Provide patient information 
and initiate treatment:
COCP or POP or 
levonorgestrel 52mg IUD, or 
etonorgestrel implant 
(Nexplanon®) (all off-label)+/- 
tranexamic acid and NSAIDs

Review in 3-6 months

Continue medical 
management References:

ESHRE Guidance
NICE Endometriosis: diagnosis and management
Find BSGE Accredited Endometriosis Centres in the UK – 
as of 2026 KCH and GSTT in SEL (subject to change)

Patient resources: 
Endometriosis UK 

Do not exclude the possibility of endometriosis if the abdominal or 
pelvic examination and ultrasound scan are normal, and recognise 
that referral may still be necessary even with a normal scan.

Patient still 
symptomatic

Symptoms 
improved

https://cks.nice.org.uk/topics/endometriosis/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100&drugmatch=635
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.02&SubSectionID=A100&drugmatch=3616
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.02&SubSectionID=A100&drugmatch=3616
https://www.eshre.eu/guideline/endometriosis
https://www.nice.org.uk/guidance/ng73/resources/endometriosis-diagnosis-and-management-pdf-1837632548293
https://www.bsge.org.uk/centre/category/accredited-centres/
https://www.endometriosis-uk.org/patients
https://www.endometriosis-uk.org/patients
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20. Management of Premenstrual Syndrome (PMS) / 
Premenstrual dysphoric disorder (PMDD)
NICE CKS: Premenstrual syndrome

Consider referral to Community 
Gynae, WGHH or Gynaecology 

Endocrine Clinic (for PMDD 
symptoms)

Consider other possible contributory factors such as POI, early 
menopause, etc

Different options to discuss with the patient in primary 
care include (please note they do not have to happen in 
a particular order and can happen in primary care if the 
GP feels confident to do so or can be covered in 
secondary care if needed):

Stress management: Relaxation / Yoga / meditation / 
breathing techniques 

Counselling/Support: Family / National Association for Pre 
Menstrual Symptoms (NAPS) / friends / professional 
counsellor/ Cognitive Behaviour Therapy (CBT)

Psychological Approach
Psychological Approach for the management of depression
Selective serotonin reuptake inhibitor- antidepressants can 
be given continuous or in luteal phase
• Fluoxetine  20-40 mg/day 
• Citalopram  10-20mg/day, 
• Escitalopram 10-20mg/day 
 
Hormonal Treatment Options
Combined oral contraceptive pills (off label) OR
Suppression of cycle with transdermal estradiol (maximum 
100mcg patches or 4 pumps of oestradiol gel 0.06% = 750 
mcg per pump -max dose of four pumps daily = 3MG (off 
label) (+) Progestogenic opposition (micronised progesterone 
200mg once daily (off label) or Levonorgestrel 52mg IUD (off 
label)

References: 
RCOG Green Top Guideline no. 48
NAPS Guidelines on PMS 

Patient resources: 
RCOG patient information PMS

Encouragement of healthier 
lifestyle
Improved nutrition and regular 
exercise
1.Less fat, sugar, salt, caffeine and 

alcohol
2.Frequent starchy meals, preferable 

high in fibre
3.More fibre, fruit and vegetables

Severe PMS sometimes improves with treatments from the 
first two levels, but may require more aggressive forms of 
management sooner rather than later 

Resistant PMS or persistent 
progestogenic side-effects - GNRH 

analogues (off label) + Add-back 
HRT e.g. goserelin 3.6mg sc/month 
or triptorelin 3.0mg sc/month with 

add-back continuous combined HRT 
(off label) or Tibolone  

Use of DRSP symptom diary for 2 
months to help diagnosis 

Refer as and when needed to secondary care

https://cks.nice.org.uk/search/?q=pre%20menstrual%20syndrome
https://www.pms.org.uk/members-area/advice-from-experts/
https://www.pms.org.uk/members-area/advice-from-experts/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.01&SubSectionID=A100
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.02.01&SubSectionID=B100&drugmatch=5698
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.02&SubSectionID=A100&drugmatch=4725
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.02&SubSectionID=A100&drugmatch=4725
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.03.02.03&SubSectionID=A100&drugmatch=635
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/premenstrual-syndrome-management-green-top-guideline-no-48/
https://www.pms.org.uk/app/uploads/2018/06/guidelinesfinal60210.pdf
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/managing-premenstrual-syndrome-pms/
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.07.02&SubSectionID=B100&drugmatch=584
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.07.02&SubSectionID=B100&drugmatch=584
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=6187
https://www.selondonjointmedicinesformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=478
https://www.iapmd.org/home
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21.Suspected Premature Ovarian Insufficiency (POI)

1. History -including menstrual and sexual history, risk factors for premature ovarian insufficiency (radiotherapy, 
chemotherapy, autoimmune disease), chronic medical conditions, and drug history

2. Examination – BMI (height and weight), blood pressure, breast examination (if history of galactorrhoea), dysmorphic 
features (chromosomal or genetic); Skin (hirsutism, acne, striae, acanthosis nigricans and vitiligo)

3. Pelvic Scan (TVUS preferable) 
4. Blood serology: TFT, FSH, LH and oestradiol levels, serum prolactin 
5. Pregnancy test (if appropriate)
6. Exclude for other causes of amenorrhoea (for example PCOS, hypothalamic amenorrhea)
7. Use of hormonal therapy (including oral, injectable, or long-acting contraceptives) may conceal or cause 

amenorrhoea or irregular menstrual cycles, and potentially lower FSH concentrations. Some hormonal therapy (e.g., 
combined oral contraceptive) may need to be ceased before a diagnosis of POI can be confirmed. - Women who had 
Bilateral Salpingo-Oophorectomy (BSO) before age 40 have a diagnosis of POI and additional diagnostic testing is 
unnecessary.

Undertake Baseline Assessment and Investigations for Amenorrhoea or Oligomenorrhea 
(including POI, PCOS)

Refer to other guidelines:
• SEL PCOS Guidelines
• Hypothalamic amenorrhea

Investigations:
Dexa scan (essential)

References: 
NICE POI Guidelines
BMS POI Recommendations
ESHRE guidance 2024

Patient resources: 
NICE POI patient information
Daisy Network: What is POI? 

FSH levels of ≥ 25 IU/L. FSH testing for the diagnosis of POI does not have to be timed to a specific day of the 
menstrual cycle. Repeat test if there is diagnostic uncertainty with first test- to be measured 4-6 weeks apart in women 

<40 years old  (i.e. 1st FSH level  >25 no need for a repeat test to confirm POI diagnosis) 

Yes No

Refer to Menopause guidelines for advice on 
counselling women and prescribing HRT or 

COCP

Refer to Menopause Clinic / Gynaecology 
Endocrine Clinic – if clinically indicated

Treatment options: 
HRT/ COCP

POI confirmed. Discuss adverse health 
implications and contraception needs. Also 

discuss fertility implications (if required)

Consider  
karyotype and 

fragile x 
screening

Consider  adrenal 
antibodies (if 

clinically 
indicated)

Refer if 
clinically 
indicated

If confident continue managing 
in primary care

https://www.nice.org.uk/guidance/ng23
https://thebms.org.uk/publications/consensus-statements/premature-ovarian-insufficiency/
https://www.eshre.eu/Guidelines-and-Legal/Guidelines/Premature-ovarian-insufficiency
https://www.nice.org.uk/guidance/ng23/ifp/chapter/Premature-menopause-premature-ovarian-insufficiency
https://www.daisynetwork.org/about-poi/what-is-poi/
https://www.selondonics.org/wp-content/uploads/dlm_uploads/SE-London-primary-and-secondary-care-Menopause-and-HRT-Guidelines-REVISED-June-2024-approved.pdf
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22. Management of Pelvic Inflammatory Disease
NICE CKS: Pelvic inflammatory disease

1. Undertake a full history (description of pain, duration, fever, 
vaginal discharge, intermenstrual bleeding, post coital bleed, 
abnormal menstruation, dyspareunia, recent IUD insertion, LMP, 
sexual history, contact of STI, urinary/bowel symptoms, vomiting)

2. Undertake an examination 
3. Investigations: 

1. Urine Pregnancy test 
2. If urinary symptoms, perform urine dipstick test 
3. Vaginal swab for Chlamydia, gonorrhoea NAAT, 

Endocervical swab for GC culture; and testing for 
mycoplasma genitalium.

4. Offer HIV screening
5. FBC, ESR, C reactive protein 
6. Pelvic Scan (TVUS preferable) if symptoms do not 

improve with PID treatment. 

Undertake Baseline Assessment & Investigations for PID  
(should not delay treatment)

Consider referral to SRH services 
(as required)

Management:
Treatment as per the SEL Primary care antimicrobial 
guideline
Rest and analgesia,
Contact tracing / encourage partner notification
Advice regarding abstinence from intercourse until 
treatment complete and partner(s) fully treated

Differential diagnosis:
- Ectopic pregnancy
- Acute appendicitis
- Endometriosis
- Functional pain
- IBS
- Ovarian cyst rupture or torsion 
- UTI 

Consider appropriate referral / referral 
urgency

Follow up:
Review all PIDs within 72 hours to ensure 
symptoms are improving.

For IUD users with mild-moderate PID whose 
symptoms are improving with antibiotics over the first 
48-72 hours, the IUD can remain in situ. 

If symptoms not improving after 48-72 hours of 
antibiotics, IUD removal recommended but should be 
considered alongside any potential risk of pregnancy 
from unprotected sexual intercourse in the preceding 
7 days.

Consider Emergency contraception and follow up 
pregnancy test, offer alternative contraception.  

Follow up in two weeks for clinical response, 
compliance with antibiotics, partner notification, 
Test of cure for GC if GC positive

 If symptoms persist refer on to SRH or 
Gynaecology

References: BASHH PID Guidelines

Patient resources: RCOG PID patient information 

https://cks.nice.org.uk/topics/pelvic-inflammatory-disease/
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://app.eolasmedical.com/auto-login/EOLAS%23ORG%23staging-south-east-london-integrated-care-board%2331bb0e99-ada2-46ee-a1ea-38e6ba75b00a%2348e4baeb-0332-47f2-916d-6f915779e65f
https://www.bashhguidelines.org/current-guidelines/systemic-presentation-and-complications/pid-2019/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/acute-pelvic-inflammatory-disease-pid-tests-and-treatment/
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Glossary

Abbreviation Definition

2WW Two-week wait

BD Twice a day

Ca Cancer antigen

CBT Cognitive behavioural therapy

COCP Combined Oral Contraceptive Pill

E2 Oestrogen

ERPC Evacuation of Retained Products of Conception

GC Gonococcus

FBC Full blood count

FSH Follicle-stimulating hormone

FU Follow up

HbA1c Haemoglobin A1c

HMB Heavy menstrual bleeding

HVS High vaginal swabs

IBS Irritable bowel syndrome

IMB Inter-menstrual bleeding

IU Intrauterine

IUD Intrauterine Contraceptive Device

Mcg Micrograms

MGen Michoplasma Genitalia

MMR vaccine Measles, Mumps, and Rubella vaccine

NAAT Nucleic Acid Amplification Tests

NSAID Non-steroidal anti-inflammatory drugs
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Glossary (cont.)

Abbreviation Definition

Od/ od Once daily

OP Outpatient

Os/ os Cervical Os or opening

PCB Post-coital bleeding

PCOS Polycystic Ovarian Syndrome

PID Pelvic Inflammatory Disease

PMD Premenstrual Dysphoric Disorder

PMS Premenstrual Syndrome

POP Progestogen-only pill

QOL Quality of Life

SRH Services Sexual and Reproductive Health Services

STI Sexually transmitted infections

T4 Thyroxine Test

TPO Thyroid peroxidase (TPO) antibodies

TSH Thyroid-Stimulating Hormone (TSH) Test

TV Trichomona

TVUS Transvaginal Ultrasound [scan]

US Ultrasound [scan]


